Surgeon Lieutenant Commanders Smith and Mathews (November 2001 JRSM, pp. 590±591) should be congratulated for their highlighting of the mutual bene®ts of the secondment of military specialist registrars to non-MDHU NHS hospitals. Of course this has been happening for at least forty years but the need to re-emphasize the standing of military specialists in comparison with their civilian contemporaries is poignant at this time of global uncertainty. On 7 November 2001, the History of Medicine Section hosted an outstanding meeting at which a string of junior medical of®cers from the era of National Service recounted their experiences of conscripted service in the Armed Forces. Some were serious, some hilarious but all relevant to today's scenario.
The closure of the Military Hospitals in the mid-1990s, to which the authors allude, resulted in a major exodus of talented specialists, a very large proportion of whom were appointed to good NHS consultant posts; moreover, many have been selected subsequently as clinical and medical directors by virtue of the administrative skills and discipline learned in the military. It is my strong conviction that bodies of people, whether they be businesses, battalions or hospitals, succeed or fail because of the drive and charisma of the senior personnel in post at a particular time.
Field However, the very drive and enthusiasm of Smith and Mathews along with their specialist registrar contemporaries in the surgical disciplines, many of whom I have met, cause me to revert from a position of despondency to one of real hope for the future of the Defence Medical Services. My only real concern is that the General Staffs will not listen to them for at least ten more years. Being so militarily junior they wield insuf®cient`clout'. They should be heard.
Peter Craig
Major General (Rtd) 24 Trafalgar Avenue, London SE15 6NR, UK E-mail: rpetercraig@yahoo.co.uk
Racism in medicine
In his editorial (October 2001 JRSM, pp. 499±500) Dr Sheikh did not mention one crucial question. To what extent is it a duty when making a public-service appointment to give the consumers what they want? Just as some women prefer a woman doctor so do some individuals prefer a black, brown or white one. This is not racism (or sexism) but personal choice. Social mores should never be confused with public prejudice, as priests and politicians now constantly remind us. The cultivation of guilt is quite unhelpful. Openness and humour are far better, even when it is no laughing matter.
H M C Cor®eld
The Old Parsonage Barn, Barn Street, Crewkerne, Somerset TA18 8BP, UK
Counselling and consent in vasectomy
The paper by Mr Harris and Mr Holmes (October 2001, JRSM, pp. 510±511) gets off to a poor start by citing the uptake of vasectomy in the UK as 23%. In fact, the BMJ leader by Roberts 1 they quote from states that this is the ®gure for male and female sterilization combined; the source of information is the 1998 General Household Survey for Great Britain and comprises female sterilization at 11% and vasectomy at 12% 2 . The ®gure of 12% is derived from women aged 16±49 interviewed about their partners. When men themselves are surveyed the ®gure is 17% of men aged 16±69 3 .
I am not sure if the authors have read the national guidelines 4 announced in the BMJ leader. These guidelines were produced after a full-blown 18-month Department of Health sponsored procedure including urological, medicolegal and consumer representation and involving a systematic review of the literature followed by peer review. The following points are included in these guidelines and are contrary to statements made by the authors.
. Men should be given information on the success rates associated with reversal should this procedure be necessary . Post-vasectomy semen analyses should be carried out two to four weeks apart, with the ®rst test at least eight weeks after surgery
The guidelines also contain a new consent form to be used. Division of the vas alone is not regarded as an acceptable surgical technique: the recommendation is that it should be accompanied by fascial interposition or diathermy.
Furthermore the importance of the use of written information when counselling couples is emphasized and criteria to be covered in counselling are spelled out to minimize the chance of subsequent regret. Nutritional de®ciencies must certainly be considered as potential aetiologies in HIV-related heart disease, along with myocardial infection with HIV itself, opportunistic infections, viral infections, autoimmune response to viral infection and drug-related cardiotoxicity 2 . Nutritional de®ciencies are common in late-stage disease and may contribute in inducing ventricular dysfunction independently of antiretroviral therapy 2 . The role of selenium in the development of HIV-associated cardiomyopathy is still controversial. The relation between selenium de®ciency and cardiomyopathy has also been studied in selenium-de®cient mice with contrasting results 3 . Selenium replacement may reverse cardiomyopathy and restore left ventricular function in nutritionally depleted patients, but the evidence is mainly based on case reports 4 ; controlled prospective clinical trials are lacking. Levels of vitamin B12, carnitine, and growth and thyroid hormone may also be altered in HIV disease 5 ; all have been associated with left ventricular dysfunction in relation to an impairment of the process of oxidative phosphorylation and increased production of free radicals 5 . Increased lipoperoxidation and reduced glutathione levels may be observed in plasma, in peripheral mononuclear cells and in T lymphocytes of HIV-infected patients 6, 7 , especially those who are coinfected with hepatitis C virus 8 , independently of nutritional disorders. I agree with Dr Yusuf that nutritional disorders (including selenium de®ciency) should be carefully checked in HIV-infected patients but HIV-associated cardiomyopathy should not be compared to Keshan disease because of its multifactorial pathogenesis 2 .
Sam Rowlands
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